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Abstract
The present study investigated coping strategies utilized by first responders and how those
strategies relate to resilience, PTSD symptomology, and hypervigilance. The purpose of this
study is to help provide more detailed information as to how first responders’ coping impacts
their overall functioning. First responders (N = 181), including law enforcement officers,
firefighters, paramedics, and emergency medical technicians, completed online surveys
measuring whether engaged or disengaged coping strategies were used to manage stressful
situations. Self-perceived resilience, PTSD symptoms, and hypervigilance were also measured.
A one-way between-groups multivariate analysis of variance was performed to test the
relationships between engaged versus disengaged coping strategies and resilience, PTSD
symptomology, and hypervigilance. Results of the study showed statistically significant
differences between engaged and disengaged coping strategies on the dependent variables of
self-perceived resilience, PTSD symptomology, and hypervigilance, F (3, 177) = 43.43, p < .001;
partial eta squared = .42. When the results for the dependent variables were considered
separately, self-perceived resilience, F (1, 179) = 26.64, p = .0000006, partial eta squared = .13,
PTSD symptomology, F (1, 179) = 125.86, p < .001, partial eta squared = .41, and
hypervigilance, F (1, 179) = 20.95, p = .000009, partial eta squared = .11, all reached statistical
significance. First responders who utilized engaged coping strategies had significantly higher
rates of self-perceived resilience (M = 31.65, SD = 4.94) than first responders who utilized
disengaged coping strategies (M = 27.12, SD = 6.88). First responders who utilized disengaged
coping strategies reported significantly higher rates of symptoms of PTSD (M = 45.45, SD =
17.40) compared to first responders who utilized engaged coping strategies (M = 19.40, SD =
13.80). They also reported higher rates of hypervigilance (M = 11.17, SD = 4.86) compared to

i

those who utilized engaged coping strategies (M = 7.87, SD = 4.73). The type of coping
strategies utilized by first responders relate to their self-perceived resilience, presence of PTSD
symptoms, and symptoms of hypervigilance that are experienced. Future work is warranted to
assess any mediating variables that may be influencing these relationships.

ii

FIRST RESPONDER COPING AND ITS IMPACT ON RESILIENCE, PTSD
SYMPTOMOLOGY, AND HYPERVIGILANCE

Copyright ©2022

Bianca Lynne Bullock
All rights reserved

iii

ACKNOWLEDGEMENTS
First and foremost, I would like to express my sincere gratitude to my dissertation
committee, Dr. Lane and Dr. Brown. I would not have been able to complete this research that I
am so passionate about without the knowledge and guidance obtained through your mentorship.
You have both contributed immensely to the professional and personal growth that I have achieved
throughout this program, and for that I am forever grateful.
I am overwhelmingly grateful for the love and support my family has given me
throughout the entirety of my academic journey. It is not always easy to deal with someone
whose life is consumed by school, and I appreciate every second of your understanding. You
have been my biggest fans through it all, and that is something I will never take for granted. I
also want to emphasize that this final piece of the puzzle could not have been completed without
your persistent help in distributing my survey.
Lastly, I want to extend my sincerest and deepest appreciation to all of the first
responders who took the time out of their busy schedules to share and/or complete my survey.
Thank you for your participation and, most importantly, thank you for your sacrifices.

iv

TABLE OF CONTENTS

Abstract ............................................................................................................................................ i
ACKNOWLEDGEMENTS ........................................................................................................... iv
TABLE OF CONTENTS................................................................................................................ v
CHAPTER I: INTRODUCTION.................................................................................................... 1
Background of the Problem ........................................................................................................ 1
Law Enforcement Officers ...................................................................................................... 2
Firefighters .............................................................................................................................. 2
Paramedics and EMTs ............................................................................................................ 3
Mental Health Stigma ............................................................................................................. 3
The Importance of Examining Coping Strategies ................................................................... 5
A Focus on Resilience and Hypervigilance ............................................................................ 6
Statement of the Problem ........................................................................................................ 8
Purpose of the Study ............................................................................................................... 8
Significance of the Study .................................................................................................... 9
Nature of the Study ............................................................................................................. 9
Hypotheses .................................................................................................................................. 9
CHAPTER II: REVIEW OF RELEVANT RESEARCH ............................................................. 11
Coping Strategies ...................................................................................................................... 11

v

Resilience .................................................................................................................................. 13
Hypervigilance .......................................................................................................................... 14
CHAPTER III: METHODS .......................................................................................................... 17
Research Design........................................................................................................................ 17
Data Collection ......................................................................................................................... 19
Coping Strategies .................................................................................................................. 20
Resilience .............................................................................................................................. 21
PTSD symptomology ............................................................................................................ 21
Hypervigilance ...................................................................................................................... 22
Participants................................................................................................................................ 23
Descriptive Statistics............................................................................................................. 23
Planned Analysis....................................................................................................................... 26
Secondary Analysis............................................................................................................... 28
Power .................................................................................................................................... 29
CHAPTER IV: RESULTS............................................................................................................ 30
Reliability of Measures ............................................................................................................. 30
Preliminary Assumption Testing .............................................................................................. 30
Assumptions for Total Resilience Variable .......................................................................... 35
Assumptions for PTSD Symptomology Variable ................................................................. 39
Assumptions for Hypervigilance Variable............................................................................ 44

vi

Statistical Analysis Results ....................................................................................................... 48
Secondary Analysis................................................................................................................... 51
CHAPTER V: DISCUSSION AND CONCLUSIONS ................................................................ 56
Strengths ................................................................................................................................... 62
Limitations ................................................................................................................................ 63
Future Directions and Recommendations ................................................................................. 64
References ..................................................................................................................................... 67
Appendix A ................................................................................................................................... 79
Appendix B ................................................................................................................................... 81
Appendix C ................................................................................................................................... 83
Appendix D ................................................................................................................................... 84
Appendix E ................................................................................................................................... 87
Appendix F.................................................................................................................................... 88
Appendix G ................................................................................................................................... 89

vii

1

CHAPTER I: INTRODUCTION
When providing mental health services to individuals who are experiencing symptoms
associated with posttraumatic stress disorder (PTSD), it is often said that one cannot heal from the
trauma if they are still in the environment that traumatized them. What happens when that
environment is the individual’s full-time job that takes up forty-plus hours per week? What
happens when that job requires one to be compassionate towards people and be alert to unexpected
dangers? Law enforcements officers (LEOs), firefighters, paramedics, and emergency medical
technicians (EMTs) are subjected to high rates of stress and traumatic events daily. It is crucial to
understand how these first responders cope with the stress and trauma if we are to understand how
well they are able to function in their lives, both in and out of uniform.
Background of the Problem
PTSD is a debilitating disorder that markedly interferes with various areas of functioning,
especially interpersonal and occupational functioning (Rodriguez et al., 2012). For individuals
who work jobs that involve high rates of stress and require persistent social interactions, the
experience of trauma and its impacts can be a continuous cycle. Whether on the job or in their
home lives, first responders remain at risk for dangerous and life-threatening situations. First
responders are exposed to significantly high levels of stress due to the demands and dangers
associated with their jobs. They are persistently exposed to death and dying, they must provide aid
to victims who are in crisis, and they are constantly faced with the possibility of death or serious
injury to themselves, their coworkers, or the people they make contact with every day (Meyer et
al., 2012). One study found that the development of symptoms associated with PTSD occurs in
5.9% to 22% of first responders due to the critical incidents they respond to daily (Flannery, 2015).
Another study found that PTSD in first responders ranges from 8% to 32%, compared to 6.8% to
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7.8% of PTSD among the general population (American Psychiatric Association, 2013; Kleim &
Westphal, 2011). At work, first responders often report feelings of burnout and compassion
fatigue, which may then impact their interactions with community members as well as their overall
safety (Daas-Brailsford, 2010).
Law Enforcement Officers
Marital difficulties, domestic violence, substance use, and symptoms of depression are
among the top concerns for law enforcement officers in their personal lives (Anderson & Lo,
2011). Marital difficulties often result from unpredictable work schedules and personality changes
related to residual work stress (Kirschman et al., 2013; Miller, 2007). Anderson and Lo (2011)
found there to be significantly high rates of physical violence toward romantic partners. In a study
conducted by Ballenger et al. (2010), the researchers found that 18.1% of male police officers and
15.9% of female police officers reported negative consequences from alcohol use and 7.8% of the
officers met diagnostic criteria for alcohol use disorder. Responding to critical incidents, lack of
support from coworkers, job dissatisfaction, and discrimination in the workplace significantly
correlated with domestic violence and depression (Gershon et al., 2008). When PTSD symptoms
were present, police officers reported higher rates of suicidal ideation and suicidal plans (Nota et
al., 2020). Compared to the 3.8% of the U.S. population that experienced suicidal ideation in the
past year, about 8.8% of officers reported suicidal ideation (Chopko et al., 2014; Han et al., 2015).
Due to the high prevalence rates of PTSD among law enforcement officers, they are at a 69%
higher risk for suicide than individuals with other types of employment (Violanti et al., 2013).
Firefighters
Substance use and suicide are the two main concerns regarding the mental health of
firefighters (Carey et al., 2011; Stanley et al., 2018). Hazardous drinking was reported in 14% of
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firefighters and 58% reported binge drinking (Carey et al., 2011). In a study conducted on female
firefighters, 40% reported binge drinking and 16.5% endorsed problem-drinking behaviors
(Haddock et al., 2017). When indirectly involved in a community disaster, firefighters within that
community showed a significant increase in alcohol use for eight months after the disaster occurred
(Homish et al., 2012). With regard to suicidal ideation, one study found that 46.8% of firefighters
thought about committing suicide at least once during their careers (Stanley et al., 2018). They
also showed higher rates of psychiatric illnesses associated with increased suicidality (Carey et al.,
2011). In a study conducted by Kehl et al. (2014), 7.6% of firefighters endorsed symptoms that
met full diagnostic criteria for PTSD.
Paramedics and EMTs
Current research that focuses specifically on paramedics and EMTs is extremely limited.
Paramedics and EMTs often respond to the same medical emergency calls that law enforcement
officers and firefighters respond to; it is therefore likely that they face the same stressors and
psychological concerns. When paramedics and EMTs are dispatched to scenes, they often take on
the responsibility of providing live-saving measures to the subjects of the calls. In a recent study
conducted on 136 Australian paramedics, 16% reported concerns associated with PTSD, 26% with
anxiety, 31% with depression, and 20% with insomnia (Khan et al., 2019). Paramedics and EMTs
are essential to the safety and well-being of community members. Including them in this study will
help to provide more information about this specific population and highlight the concerns that
should be further explored by mental health professionals.
Mental Health Stigma
Historically, there has been a stigma attached to participating in mental health services and
receiving help for psychological disorders. Despite advances in views towards receiving mental
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health treatment, the stigma associated with mental health remains a pervasive problem among
first responders (Corrigan et al., 2014). This stigma likely persists among this population because
of the image and duties that first responders must uphold. First responders are perceived to be
strong, fearless, and resilient. The job requires first responders to have these characteristics in order
to protect and serve their communities while also making sure that they remain safe.
The history of prejudice and discrimination against those with mental illnesses has created
a stigma that portrays these individuals who receive mental health treatment as weak, dependent,
and dangerous (Corrigan et al., 2014). Belief in this stigma can prevent first responders from
speaking about the troubles they may be struggling with. Haugen et al. (2017) found that about
33% of first responders expressed stigma-related concerns about mental health and about 9%
reported barriers that prevent them from seeking services. In a study conducted by Karaffa and
Tochkoy (2013), first responders’ attitudes regarding the utilization of mental health services were
based on the perceived attitudes of their coworkers. These attitudes were often negative and were
not likely to approve of seeking mental health services (Karaffa & Tochkoy, 2013).
The cultural stigma of mental health, loss of employment status, fear of workplace
discrimination, fear of information not being kept confidential, and personal denial and shame
were the primary concerns that prevented first responders from seeking or participating in mental
health services (Crowe et al., 2015; Haugen et al., 2017; Kleim & Westphal, 2011). Typically,
when first responders do receive mental health services, it is often mandated after a crisis has
occurred and services are often quickly terminated (Rutkow et al., 2011). The lack of effective
mental health treatment provided to first responders may contribute to their beliefs about mental
health services. These beliefs prevent them from seeking help, which likely contributes to the high
rates of psychological impairment among this population (Haugen et al., 2017).
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The Importance of Examining Coping Strategies
The ways in which adversities and difficult situations are dealt with determine how well
one can learn and grow from them. Although some coping strategies may be viewed as negative,
such as substance use or avoidance of emotions, they help us manage what we are experiencing in
the moment in order to move past it. Unfortunately, these negative coping strategies may only
contribute to even more difficulties in the long run. Examining the coping strategies of first
responders is especially important because of the stress and trauma to which they are persistently
exposed. If individuals are continually exposed to trauma and continue to use negative coping
strategies, their stress and emotions may build up to a point at which both their mental and physical
health are greatly impacted. Hazardous behaviors and decision-making errors are more likely to
occur both on and off duty when individuals use maladaptive coping behaviors to compensate for
mental health issues (Bayouth et al., 2013; Levy-Gigi et al., 2014).
The importance of developing healthy coping strategies is demonstrated in Judith
Herman’s (2002) evidence-based triphasic model of trauma. The model consists of three stages:
safety and stabilization, remembering and mourning the losses associated with the trauma, and
reconnecting with the present and future. Herman explains how trauma cannot be processed or
worked through – the second and third stages of the model – until one is safe and stable (Herman,
2002). If primary presenting concerns that impede upon safety and stabilization are not treated
first, individuals who suffer from PTSD will likely not have the physical, emotional, or cognitive
ability to participate in trauma-focused interventions (Landes et al., 2013). Due to the high risk of
trauma exposure first responders face every day, they are often unable to always feel safe and in
control of their environments. This lack of environmental safety likely prevents them from being
able to process the traumas, which is why it is so important for first responders to focus on control
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of the body and developing healthy coping strategies. Individuals who struggle with posttraumatic
stress disorder suffer from deficits in executive functioning (Zaleski et al., 2016). When executive
functioning is impaired, the body is unable to control impulses or regulate behaviors that are
necessary to react to arousing stimuli (Zaleski et al., 2016). These factors can negatively influence
first responders’ personal and occupational functioning, which can then contribute to a greater risk
of danger. The current study will help both first responders and mental health professionals gain
insight into the coping strategies that many first responders use and how these coping strategies
impact first responders’ functioning.
A Focus on Resilience and Hypervigilance
Resilience is the ability to adapt to and overcome adversities (Kaplan et al., 2017). Bolton
et al. (2016) found nine protective factors that contribute to resilience: interpersonal relationships,
meaning in life, previous experience with adversity, grit, self-care, positive outlook on life, selfacceptance, determination, altruism, and independence. Hamby et al. (2018) found that community
support, compassion for others, and emotional regulation were also traits of resilience. As these
studies show, resilience can often be attributed to one’s personality traits can be influenced by
environmental factors. The concept of resilience is an important one because it explains how
individuals experience post-traumatic growth and how some people may not experience symptoms
associated with PTSD after faced with a traumatic event (Joyce et al., 2019). This concept also
provides clinicians with strengths that can be targeted in mental health treatment. The current study
will help to provide information about whether or not specific coping strategies used by first
responders are associated with the personality traits and environmental factors found in previous
research. It may also help provide insight into how a population that experiences high rates of
trauma is able to manage the stress that they face.
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Hypervigilance is a symptom associated with many psychological disorders, including
PTSD, generalized anxiety, and personality disorders. Hypervigilance is a state of exaggerated
alertness and hypersensitivity to your environment and others around you (Kimble et al., 2014).
Among veterans, a population also at high risk for posttraumatic stress, hypervigilance is a
remaining symptom even after completion of treatment for PTSD (Cameron & Mamon, 2019).
For some first responders, such as police officers, being hypervigilant is required in order to be
better prepared for the dangers that one may face while on duty (Koch, 2010). Although this
explanation of the importance of hypervigilance for officers is valid, it does not explain how
hypervigilance can be detrimental in neutral situations. Those experiencing hypervigilance often
feel and react as if a threat or danger is near even when there is not one. Behaviors expressed by
hypervigilant individuals include scanning rooms, searching for exits and entrances, avoiding
crowds, and processing neutral stimuli as threatening (Kimble et al., 2010). These behaviors
contribute to cognitive busyness, which then reduces attentional capacity for other tasks at hand
(Kimble et al., 2010). If first responders experience hypervigilance, it may negatively impact
how they interact with community members as well as how they interact with family and friends.
Hypervigilance may also lead them to process the violence they face while on duty as a more
generalized characteristic of their entire environment (Koch, 2010). Examining hypervigilance
among first responders can provide better insight into how the unrelenting stress they face in
their occupation can contribute to PTSD and impair their functioning both during and outside of
work hours.
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Statement of the Problem
Previous research addresses coping strategies utilized by the first responder population as
well as resiliency levels among this population; however, research does not address whether or
not there is a relationship between these two variables. While there is substantial research on
PTSD symptomology, there is a lack of research on coping strategies and their relation to PTSD
for the entire first responder population. In addition, there is a lack of research that addresses the
specific symptom of hypervigilance and how it may relate to coping strategies that are used by
first responders. A secondary aim of this study aims to fill a gap in the research on EMTs and
paramedics, who form a significant part of the first responder population. The persistent stressors
this population faces on a daily basis makes it an important focus of psychological research.
Purpose of the Study
The purpose of this study is to determine if there is a relationship between the coping
strategies utilized by first responders and their self-perceived resilience. How an individual copes
with stressful situations and their resilience to overcome these situations may be two factors that
allow first responders to effectively manage the trauma they are exposed to on a daily basis. Due
to the high rates of trauma exposure among this population, this study will also explore any
relationships between coping strategies and PTSD symptomology. This study will furthermore
examine hypervigilance, a prominent symptom of PTSD, to see if there is a relationship between
this specific symptom and common coping strategies. Examining these relationships may help
provide more detailed information about how first responders’ coping impacts their overall
functioning.
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Significance of the Study
Despite how crucial first responders are to the communities we live in, there is limited
psychological research dedicated to this population. The following study will provide more
information about the overall functioning of first responders and emphasize the need for mental
health services among this population. The study addresses gaps in relevant research, such as the
relationship between coping strategies and resilience, and the relationship between coping
strategies and PTSD symptomology among first responders. It also examines hypervigilance
among this population, which is a debilitating symptom associated with PTSD. By studying
relationships between coping and various areas of functioning among first responders, future
research may be able to offer more specific intervention techniques that can reduce the
occurrence of posttraumatic stress and other impairing symptoms.
Nature of the Study
The design used to investigate the following research questions and hypotheses is a
quantitative, nonexperimental research design. A multivariate analysis of the variances
(MANOVA) was used to determine if any relationships that existed among the variables, which
accomplished the goal and satisfied the purpose of this study.
Hypotheses
Based on information gathered from a review of the literature, three null hypotheses were
tested for this research study.
1. Research question 1: Is there relationship between coping strategies and self-perceived
resilience among first responders?
a. Null hypothesis: There is no relationship between coping strategies and selfperceived resilience among first responders.
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b. Alternative hypothesis: There is a relationship between coping strategies and selfperceived resilience among first responders.
2. Research question 2: Is there a relationship between coping strategies and PTSD
symptomology among first responders?
a. Null hypothesis: There is no relationship between coping strategies and PTSD
symptomology among first responders.
b. Alternative hypothesis: There is a relationship between coping strategies and
PTSD symptomology among first responders.
3. Research question 3: Is there a relationship between coping strategies and hypervigilance
among first responders?
a. Null hypothesis: There is no relationship between coping strategies and level of
hypervigilance among first responders.
b. Alternative hypothesis: There is a relationship between coping strategies and level
First, it is hypothesized that there is a relationship between coping strategies utilized and selfperceived resilience among first responders. Secondly, it is hypothesized that there is relationship
between coping strategies and PTSD symptomology among first responders. Lastly, it is
hypothesized that there is a relationship between coping strategies and hypervigilance among
first responders.
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CHAPTER II: REVIEW OF RELEVANT RESEARCH
The current study fills several gaps in the research discussed in this chapter. There have
been few studies that address how coping strategies, whether considered positive or negative, are
associated with resilience. Addressing the relationship between coping strategies and resilience is
important because it helps provide information on how one’s way of coping determines how well
they overcome adversities. There are also few studies that address coping strategies and how
they relate to hypervigilance. Addressing this relationship is important because it provides
insight into how one’s way of coping can impact this overwhelming symptom, which is seen in
many different psychological disorders. This study also addresses gaps in research conducted on
the first responder population in general. Many research studies on PTSD focus their attention on
populations with single episodic traumatic events, such as combat veterans, rape survivors, and
natural disaster survivors (Bernsten et al., 2012; Gruebner et a., 2016; Steenkamp et al., 2012). It
is also important to note that most research does not include paramedics or EMTs, even though
they are considered first responders. The literature discussed below has helped shape this study
and provide a solid foundation on which the research hypotheses were built from.
Coping Strategies
Many studies classify coping behaviors as either “avoidant” or “approach.” Avoidant
coping behaviors include behaviors that avoid the thoughts and emotions that are triggered by the
event. Approach coping behaviors, also known as active coping behaviors, include problemsolving behaviors that actively make meaning out of what happened and process the emotions
that come with it (Arble & Arnetz, 2015). A study on Swedish first responders found that those
who displayed approach coping behaviors experienced better overall well-being than those who
displayed avoidant coping behaviors (Arble & Arnetz, 2015). A longitudinal study conducted on
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9/11 first responders found that those who used emotion-focused and other non-avoidant coping
strategies reported fewer PTSD symptoms twelve years after the event (Feder et al., 2016). One
beneficial coping strategy that allowed two police departments to perform effectively at shortterm tasks consisted of prolonging the emotional reaction they had to a stressful event and
processing it at a later time (Gooty et al., 2014). Fewer PTSD symptoms and higher levels of
resilience were seen in first responders that reported using supervisory support and other forms
of social support as coping mechanisms (Chamberlin & Green, 2010; Bonanno et al., 2007; Prati
& Pietrantoni, 2010). These studies convey the benefits that approach coping behaviors have on
first responder’s health and overall functioning.
As for avoidant coping behaviors, these strategies were related to lower levels of overall
well-being and higher levels of alcohol use among police officers (Arble et al., 2018; Ménard &
Arter, 2013). Denial, which would be considered an avoidant coping behavior, was related to
high secondary traumatic stress scores among law enforcement officers (Craun et al., 2014).
Even when participants themselves did not experience trauma, posttraumatic symptoms were still
significantly high (Craun et al., 2014). Poor physical health outcomes and high levels of stress at
work were reported by officers who used avoidant coping strategies (Gershon et al., 2008).
Using distraction and self-criticism as coping mechanisms was positively correlated with
compassion fatigue and burnout among emergency workers (Cicognani et al., 2009).
Minimization and blame among a sample of Greek firefighters was significantly associated with
higher rates of PTSD (Theleritis et al., 2020). Although a study conducted on firefighters showed
that they utilize approach coping behaviors to manage current stress, it also showed that this led
to more psychological distress later in life due to the avoidance of emotions (Young et al., 2014).
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These studies reveal the psychological toll that avoidant coping strategies can take on first
responders in both the long and short term.
Mindfulness is an empirically supported intervention that can significantly treat many
symptoms, including those associated with anxiety and depression (Mander et al., 2018). It can
help one manage and remain present with thoughts and emotions that are often avoided or
dismissed and can thus be categorized as an active and positive coping strategy (Mander et al.,
2018). In a study conducted by Smith et al (2011), results showed that using mindfulness-based
techniques helped reduce alcohol use and depressive, physical, and PTSD symptoms among a
sample of firefighters. Training first responders in mindfulness also led to increased resiliency
levels, which then led to a reduction in symptoms of burnout (Kaplan et al. 2017). After first
responders participated in mindfulness-based cognitive therapy, they reported an increase in
resilience when faced with stress at work, which then improved their overall mental and physical
health (Chopko et al., 2018). As these studies show, mindfulness is an evidence-based approach
to actively coping with stress and has been shown to improve the overall functioning of first
responders.
Resilience
A recent study conducted on the resilience levels among paramedic students and qualified
paramedics found that qualified paramedics reported experiencing high levels of work-related
trauma while also reporting higher levels of resilience than students (Gayton & Lovell, 2012).
These findings suggest that exposure to trauma and resilience are positively related; however, the
researchers did not study any mediating factors that could influence this relationship (Gayton &
Lovell, 2012). Another study on paramedics showed that resilience was significantly negatively
correlated with PTSD symptomology (Streb et al., 2014). First responders who screened for higher
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levels of resilience reported lesser PTSD symptomology when researchers followed up with them
six months later (Joyce et al., 2019). Eighty percent of first responders who reported lower
resilience developed significantly more PTSD symptoms by the six-month follow-up study (Joyce
et al., 2019). These studies are indicative of the role resilience plays in reducing a first responder’s
likelihood of experiencing PTSD symptoms.
There are several studies that, although not conducted on first responders, show how
resilience and active coping strategies are negatively associated with PTSD symptomology
among trauma-exposed samples. In a sample of emergency department patients, patients who
reported higher resilience levels one month after a traumatic event also reported lower PTSD
symptomology six months after the event (Thompson et al., 2018). It also showed that resilience
was positively related to active coping strategies and negatively related to avoidant coping
strategies (Thompson et al., 2018). Adolescents in Gaza who were exposed to war reported
higher resilience when using problem-solving techniques for coping rather than avoidant coping
strategies (Thabet et al., 2014). In a sample of women who experienced negative social reactions
to the interpersonal violence they faced, those who reported using avoidant coping mechanisms
reported more severe PTSD symptoms than the women who did not use avoidant mechanisms
(Schackner et al., 2017). These studies emphasize the importance of further examining coping
strategies among all populations that are at a high risk of traumatization.
Hypervigilance
Fritz et al. (2018) conducted a study focused on work-related hypervigilance among
correctional officers. The authors found that work-related hypervigilance was positively associated
with physical exhaustion, physical symptoms of stress, and family conflict (Fritz et al., 2018).
Similarly, Forbes et al. (2013) found that hostile and confrontational behaviors were common
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among veterans with high rates of hypervigilance. Like veterans, first responders are prone to high
rates of PTSD and these findings on hypervigilance must be further explored with regard to this
similar population.
The current pandemic that continues to sweep across the world has exacerbated
hypervigilance among many people, especially healthcare workers and first responders. Crime
does not stop, even in the middle of a global pandemic, and first responders must take extra
precautions when performing their regularly duties. Worry about their physical health due to the
high risk of contracting the deadly virus has significantly increased first responders’
hypervigilance towards their environment (Stogner et al., 2020). This increased worry has also
contributed to a greater risk of depression, insomnia, stress, and anxiety among first responders
(Liu et al., 2020). A study conducted by Zolnikov and Furio (2020) found that the pandemic also
contributed to limited access to social support and effective communication among fellow workers
due to social distancing requirements, which resulted in increased stress levels. Vujanovic et al.
(2021) found that worry related to COVID-19 was significantly associated with severe symptoms
of anxiety, depression, and alcohol use. They also found that first responders who were exposed
to COVID-19 had higher rates of PTSD symptomology (Vujanovic et al., 2021). This additional
stressor has only the constant stress and trauma that first responders already have to manage.
The year 2020 saw not only the global fear and distress of a deadly pandemic, it also
reignited social justice protests that spread across the nation. With several of the protests turning
violent, the goal of raising awareness and bringing an end to police brutality directed towards
Black people was accompanied by more civil unrest and a greater use of police force. The unrest
between law enforcement and Black communities, however, is not just a present-day issue:
centuries of social injustice, systemic racism, and implicit and explicit biases have led the nation
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to this point. Research has shown that implicit biases are indirectly related to the mistreatment of
Black people by law enforcement officers (Spencer et al., 2016). Whether consciously or
unconsciously, individuals are more likely to rely on biases and stereotypes in order to figure out
or resolve a situation that is ambiguous to them (Spencer et al., 2016). In addition, when faced
with situations that influence cognitive busyness, individuals rely heavily on prejudices and
stereotypes in order to process the information that needs to be processed (Govorun & Payne,
2006). Hypervigilance can contribute to cognitive busyness, for those who are hypervigilant are
often preoccupied with detecting threats or figuring out ways to reduce potential threats (Kimble
et al., 2013). It can also influence individuals to believe that an ambiguous situation is threatening
(Kimble et al., 2013). When an individual perceives an ambiguous situation through a lens of both
hypervigilance and implicit biases, how does this impact their behavior? If a law enforcement
officer views an ambiguous situation through a lens that uses both hypervigilance and implicit
biases, how does that impact that officer’s behavior? As this United States continues to see a rise
in civil unrest, influenced by both the pandemic and social injustices, times of uncertainty persist.
The current study’s focus on hypervigilance may be a good starting point to providing insight into
how the high rates of stress faced by first responders impact their functioning and behavior,
especially in relation to fellow community members.
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CHAPTER III: METHODS
The purpose of this study is to determine the relationships between coping strategies and
resilience, PTSD symptomology, and hypervigilance among first responders. The study fulfills
the clinical research project requirement for the degree of Doctor of Psychology in Clinical
Psychology at the Florida School of Professional Psychology at National Louis University. The
author was granted permission prior to the start of the study by the Institutional Review Board of
National Louis University to conduct the following study and use the results for educational
purposes.
Research Design
The research design of this study was non-experimental and explored the relationships
between an attribute independent variable—coping strategies—and three attribute dependent
variables—resilience, PTSD symptomology, and hypervigilance. Three research questions were
explored:
1. Research question 1: Is there a relationship between coping strategies and self-perceived
resilience among first responders?
a. Null hypothesis: There is no relationship between coping strategies and selfperceived resilience among first responders.
b. Alternative hypothesis: There is a relationship between coping strategies and selfperceived resilience among first responders.
i. IV: Coping strategy (two levels)
1. Engagement
2. Disengagement
ii. DV: Resilience
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1. Continuous scale: Higher scores = greater self-perceived
resilience; Lower scores = lesser self-perceived resilience
c. Planned analysis: One-way between-groups ANOVA
2. Research question 2: Is there a relationship between coping strategies and PTSD
symptomology among first responders?
a. Null hypothesis: There is no relationship between coping strategies and PTSD
symptomology among first responders.
b. Alternative hypothesis: There is a relationship between coping strategies and
PTSD symptomology among first responders.
i. IV: Coping strategy (two levels)
1. Engagement
2. Disengagement
ii. DV: PTSD symptomology
1. Continuous scale: Higher scores = indicative of probable PTSD
upon further assessment; Lower scores = not indicative of probable
PTSD
c. Planned analysis: One-way between-groups ANOVA
3. Research question 3: Is there a relationship between coping strategies and hypervigilance
among first responders?
a. Null hypothesis: There is no relationship between coping strategies and
hypervigilance among first responders.
b. Alternative hypothesis: There is a relationship between coping strategies and
hypervigilance among first responders.
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i. IV: Coping strategy (two levels)
1. Engagement
2. Disengagement
ii. DV: Hypervigilance
1. Continuous scale: Higher scores = greater hypervigilance; Lower
scores = lesser hypervigilance
c. Planned analysis: One-way between-groups ANOVA
Data Collection
Data was collected through an online survey generated by SurveyMonkey. The survey
was distributed on social media outlets, such as Facebook, Instagram, and LinkedIn. It was also
distributed by email through multiple agencies in the Tampa Bay, Florida area. The survey
consisted of four individual assessments that measure coping strategies, self-perceived resilience,
the presence of PTSD symptoms, and hypervigilance. The survey contained a total of 118 items
and took an average of 13 minutes to complete. Permission from the authors of each assessment
was obtained prior to the study. Informed consent was provided to participants at the beginning
of the survey and contained information regarding the purpose of the survey, the benefits and
risks of participating, what will be done with the results, and how to contact the researchers (see
Appendix A). Participants were informed that their participation was voluntary and that they
could leave the survey at any time. Demographic information was collected at the end of the
survey, which included age, gender, race, ethnicity, specific first responder job, highest level of
education completed, and years of employment at specific job (see Appendix B). No identifying
information or IP addresses were collected. The end of the survey contained a list of mental
health resources that the participants could utilize if needed (see Appendix C).
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Coping Strategies
The coping strategies used by first responders were measured using the Coping Strategies
Inventory (CSI; Tobin et al., 1989; see Appendix D). This instrument measured coping strategies
using four secondary subscales: problem-focused engagement, emotion-focused engagement,
problem-focused disengagement, and emotion-focused disengagement. Problem-focused
engagement refers to the cognitively restructuring of a stressful situation so that it makes
meaning for the individual who experienced it. Emotion-focused engagement involves using
one’s support system to openly communicate the thoughts and feelings evoked by the stressful
situation. Problem-focused disengagement involves using techniques to avoid addressing the
stressful situation, such as denial or hesitation to view the situation differently. Emotion-focused
disengagement involves emotional withdrawal and blaming oneself for the stressful situation.
The CSI is a 72-item self-report questionnaire in a Likert scale format, with answers
ranging from none (0) to very much (4). Certain items correspond to each of the four subscales,
which can then be organized into two tertiary subscales. The two tertiary subscales that were
measured were engagement and disengagement. The engagement subscale consists of items that
measure problem solving, cognitive restructuring, social support, and expressing emotions. The
disengagement subscale consists of items that measure problem avoidance, wishful thinking,
social withdrawal, and self-criticism. Raw scores were calculated by adding up the Likert
responses of each item for the subscales. The highest raw score obtained indicated which coping
strategy is used based on participant responses. Participants were asked to think of an incident at
work that was emotionally distressing and to base their answers off of how they responded to
that incident. The CSI has been used in a variety of studies with several different populations.
Among individual with high rates of stress, the CSI has been able to predict the presence of
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depression (Tobin et al., 1989). It has also been able to differentiate between neurotic versus
non-neurotic samples (Tobin et al., 1989). Structure factor analysis showed that the CSI
measured what it was hypothesized to measure, even when using the secondary and tertiary
scales (Tobin et al., 1989). Cronbach’s alpha ranges from .71 to .94, indicating internal
consistency (Tobin et al., 1989).
Resilience
The resilience of first responders was measured using the Connor-Davison Resilience
Scale (CD-RISC; Connor & Davidson, 2003; see Appendix E). The CD-RISC is a 10-item selfreport questionnaire in a Likert scale format, with answers ranging from not true at all (0) to true
nearly all the time (4). Participants were asked to think of an incident at work that was
emotionally distressing and to base their answers on how they responded to that incident. Higher
total raw scores on this measure indicated higher levels of resilience while lower total raw scores
indicate lower levels of resilience. This scale has been used to measure resilience in a variety of
populations, including veterans, primary care patients, psychiatric outpatients, individuals
diagnosed with generalized anxiety, and survivors of trauma diagnosed with PTSD (Connor &
Davidson, 2003). Cronbach’s alpha ranges from .88 to .89, indicating good internal consistency,
and has a test-retest reliability of .87 (Connor & Davidson, 2003). The CD-RISC also indicated
convergent and divergent validity (Connor & Davidson, 2003).
PTSD symptomology
The presence of PTSD symptoms in first responders was measured using the screener
PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013; see Appendix F). The results of this
measure do not provide a diagnosis; rather, they provide the practitioner with insight into the
specific PSTD symptoms and symptom severity of the test-taker. Further inquiry is needed to
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make a diagnosis. The PCL-5 is a 20-item self-report questionnaire in a Likert scale format.
Scores range from not at all (0) to extremely (4). The higher the total raw score, the greater the
likelihood of the presence of PTSD. The lower the total raw score, the lesser the likelihood that
PTSD is present. Generally, a cut-off score of 31-33 suggests probable PTSD; however, an
agreement on a true cut-off score has not yet been determined due to the scores that vary across
populations with higher rates of PTSD (Weathers et al., 2013). Cronbach’s alpha ranges from .71
to .94, indicating good internal consistency, with a test-retest reliability of .87 (Weathers et al.,
2013). When compared with the Harvard Trauma Questionnaire, the PCL-5 indicated concurrent,
divergent, and discriminant validity (r = .69; Weathers et al., 2013; Ghazali & Chen, 2018). A
study conducted by Morrison et al. (2021) on first responders showed an 84% diagnostic
accuracy rate when the PCL-5 was given to participants who were undergoing treatment for
PTSD.
Hypervigilance
Symptoms associated with hypervigilance in first responders were measured using the
Brief Hypervigilance Scale (Bernstein et al., 2015; see Appendix G). The Brief Hypervigilance
scale is a five-item self-report questionnaire in a Likert scale format, with scores ranging from
not at all like me/never true (0) to very much like me/always true (4). Higher total raw scores on
this measure suggest greater hypervigilance while lower total raw scores suggest lesser
hypervigilance. This scale was originally created to measure hypervigilance among college
students who have experienced trauma, and it is the first hypervigilance scale to measure a nonveteran population (Bernstein et al., 2015). The Brief Hypervigilance Scale has shown good
internal consistency (a = .77; Bernstein et al., 2015). When other diagnostic clusters are
controlled for, this scale is a significant predictor of PTSD (Bernstein et al., 2015).
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Participants
A sample of 181 first responders was collected from various parts of the United States,
and potentially a few from other countries. First responders included law enforcement officers,
firefighters, paramedics, and EMTs. A law enforcement officer is an individual who has passed
all requirements and certifications and taken an oath to uphold the Constitution and the laws that
govern their agency’s jurisdiction. This includes deputies, state troopers, correctional officers,
detention deputies, and detectives. A firefighter is an individual who has passed all state, county,
or city requirements and certifications to become a firefighter. This includes firefighters with
EMT or paramedic certifications. A paramedic is an individual who has passed all state, county,
or city requirements and certifications to become a paramedic and is not considered an EMT or
firefighter. An EMT is an individual who has passed all state, county, or city requirements and
certifications to become an emergency medical technician and is not considered a firefighter. All
participants in this study were volunteers. Convenience and snowball sampling was used to
obtain the desired participants. Exclusion criteria included first responders who are currently
retired, individuals who previously held a first responder job but no longer do, and any job that
may be considered a first responder but does not fit the descriptions listed previously. Exclusion
criteria also included participants who did not complete the entire survey (i.e., discontinued the
survey prematurely).
Descriptive Statistics
The study sample consisted of 102 males (56.4%), 77 females (42.5%), one individual
who preferred not to answer (0.6%), and one transgender woman (0.6%). The sample consisted
of 65 law enforcement officers (35.9%), 62 paramedics (34.3%), 31 firefighters (17.1%), and 23
emergency medical technicians (12.7%). The average number of years employed at their current
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job was 13.68 years, with a minimum of about eight months and a maximum of 48 years. The
average age was 39.46 years old with a minimum of 20 years old and a maximum of 67 years
old. As for race, 162 of the participants identified as White (89.5%), seven preferred not to
answer (3.9%), six identified as multiracial (3.3%), two identified as Asian (1.1%), two
identified as Black or African American (1.1%), one identified as Native Hawaiian or Other
Pacific Islander (0.6%), and one identified as American Indian or Alaska Native (0.6%). For
ethnicity, 156 participants identified as Not Hispanic or Latinx or Spanish Origin (86.2%), 13
identified as Hispanic or Latinx or Spanish Origin (7.2%), and 12 preferred not to answer
(6.6%). Regarding the highest level of school that was completed by each participant, 55
obtained a bachelor’s degree (30.4%), 48 obtained an associate’s degree or completed a
technical/vocational program (26.5%), 39 completed some college (21.5%), 22 obtained a
master’s degree (12.2%), 15 earned a high school diploma or completed a GED (8.3%), and two
obtained a doctoral or professional degree (1.1%; see Table 1).
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Table 1
Demographics of Study Sample
Mean Age (SD), in years
Mean Years Employed (SD), in years
Job Description (5)
Emergency medical technician
Firefighter
Law enforcement officer
Paramedic

Total (N = 181)
39.46 (11.25)
13.68 (9.85)
23 (12.7%)
31 (17.1)
65 (35.9%
62 (34.3%)

Gender (%)
Female
Male
Transgender woman
Prefer not to answer

77 (42.5)
102 (56.4%)
1 (0.6%)
1 (0.6%)

Race (%)
American Indian or Alaska Native
Asian
Black or African American
Multiracial
Native Hawaiian or Other Pacific Islander
Prefer not to answer
White

1 (0.6%)
2 (1.1%)
2 (1.1%)
6 (3.3)
1 (0.6%)
7 (3.9%)
162 (89.5%)

Ethnicity (%)
Hispanic or Latinx or Spanish Origin
Not Hispanic or Latinx or Spanish Origin
Prefer not to answer

13 (7.2%)
156 (86.2%)
12 (6.6%)

Highest Level of School Completed
High School Diploma or GED
Some College
Associate’s Degree or Technical/Vocational Program
Bachelor’s Degree
Master’s Degree
Doctoral or Professional Degree
Notes. SD = standard deviation.

15 (8.3%)
39 (21.5%)
48 (26.5%)
55 (30.4%)
22 (12.2%)
2 (1.1%)
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Planned Analysis
For each research question, a one-way between groups multivariate analysis of variance
was conducted. The Statistical Package for the Social Sciences (SPSS version 27) software that
was used to run the analysis. The following null hypotheses were tested:
1. Research question 1: Is there a relationship between coping strategies and self-perceived
resilience among first responders?
a. Null hypothesis: There is no relationship between coping strategies and selfperceived resilience among first responders.
b. Alternative hypothesis: There is a relationship between coping strategies and selfperceived resilience among first responders.
i. IV: Coping strategies (two levels)
1. Engagement
2. Disengagement
ii. DV: Level of resiliency
1. Continuous scale: Higher scores = greater self-perceived
resilience; Lower scores = lesser self-perceived resilience
c. Planned analysis: One-way between-groups ANOVA
2. Research question 2: Is there a relationship between coping strategies and PTSD
symptomology among first responders?
a. Null hypothesis: There is no relationship between coping strategies and PTSD
symptomology among first responders.
b. Alternative hypothesis: There is a relationship between coping strategy and PTSD
symptomology among first responders.

27

i. IV: Coping strategies (two levels)
1. Engagement
2. Disengagement
ii. DV: PTSD symptomology (measured by PCL-5)
1. Continuous scale: Higher scores = greater resilience; Lower scores
= lesser resilience
c. Planned analysis: One-way between-groups ANOVA
3. Research question 3: Is there a relationship between coping strategies and hypervigilance
among first responders?
a. Null hypothesis: There is no relationship between coping strategies and
hypervigilance among first responders.
b. Alternative hypothesis: There is a relationship between coping strategies and
hypervigilance among first responders.
i. IV: Coping strategies (two levels)
1. Engagement
2. Disengagement
ii. DV: Level of hypervigilance
1. Continuous scale: Brief Hypervigilance Scale (Bernstein et al,
2015); Higher scores = greater hypervigilance; Lower scores =
lesser hypervigilance
c. Planned analysis: One-way between-groups ANOVA
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Secondary Analysis
Descriptive statistics were analyzed to provide information about resilience, PTSD
symptoms, and hypervigilance among the different types of first responders. This secondary
analysis is important due to the limited research comparing these factors among the different
types of first responders. It also includes information on paramedics and EMTs, subgroups
within the first-responder population that are not included in many studies.
1. Compare different types of first responders and resilience
a. IV: Type of first responder
i. Law enforcement officer
ii. Firefighter
iii. Paramedic
iv. EMT
b. DV: Resilience
c. Planned analysis: Compare means and ANOVA
2. Compare different types of first responders and PTSD symptomology
a. IV: Type of first responder
i. Law enforcement officer
ii. Firefighter
iii. Paramedic
iv. EMT
b. DV: PTSD symptomology
c. Planned analysis: Compare means and ANOVA
3. Compare different types of first responders and hypervigilance
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a. IV: Type of first responder
i. Law enforcement officer
ii. Firefighter
iii. Paramedic
iv. EMT
b. DV: Hypervigilance
c. Planned analysis: Compare means and ANOVA
Power
All hypotheses were tested at the .01 level of significance. To obtain a power level of
0.80, a minimum of 180 participants were used in this study.
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CHAPTER IV: RESULTS
Reliability of Measures
Cronbach’s alpha was used to determine the internal consistency of the measures used in
this study. The reliability analysis of the Coping Strategies Inventory used in this study resulted
in a Cronbach’s alpha coefficient of .90, indicating very good internal consistency (see Table 2).
The reliability analysis of the Connor-Davidson Resilience Scale used in this study resulted in a
Cronbach’s alpha coefficient of .86, again indicating very good internal consistency (see Table
2). The reliability analysis of the PTSD Checklist for DSM-5 used in this study resulted in a
Cronbach’s alpha coefficient of .96, which also indicates very good internal consistency (see
Table 2). The reliability analysis of the Brief Hypervigilance Scale used in this study resulted in
a Cronbach’s alpha coefficient of .85, again indicating very good internal consistency (see Table
2).
Table 2
Internal Consistency of Measures
Measure
Coping Strategies Inventory
Connor-Davidson Resilience Scale
PTSD Checklist for DSM-5
Brief Hypervigilance Scale

Cronbach’s Alpha
.897
.860
.957
.854

N of Items
72
10
10
5

Preliminary Assumption Testing
The study used preliminary assumption testing was conducted to check for normality,
linearity, univariate and multivariate outliers, homogeneity of variance-covariance matrices, and
multicollinearity. The three dependent variables of total resilience, total PTSD symptoms, and
total hypervigilance are all continuous variables and the assumption criteria of level of
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measurement was met. According to the case processing summary, 100% of the participants
provided answers to each of the three dependent variables (see Table 3). Based on the criteria,
the assumptions of related pairs were met. Three different surveys were used to independently
measure self-perceived resilience, presence of PTSD symptoms, and hypervigilance. Each
measurement that makes up this data was not influenced by any other measurement tool. It can
also be assumed that these surveys were completed independently. Based on these factors, the
assumption criteria of independence of observations were met.
The scatter plots show how the three dependent variables met the assumption of linearity
due to the linear shape of points (see Figure 1). The scatter plots also showed that the data has a
regularly cigar-shaped distribution and therefore met the assumption of homoscedasticity (see
Figure 1). Box’s M Test of Equality of Covariance Matrices showed a significance value larger
than .001, indicating a violation of the multivariate normality assumption (see Table 4). The
Levene’s Test of Equality of Error Variances showed values for two independent variables that
are less than .05, indicating a violation of this assumption (see Table 5). To check for high
correlations among the dependent variables, three correlations were conducted. There is a
moderate, negative correlation between total self-perceived resilience and total PTSD
symptomology (r = -.50, n = 181, p < .001; see Table 6). There is a low, negative correlation
between total self-perceived resilience and total hypervigilance (r = -.24, n = 181, p = .001; see
Table 7). There is a moderate, positive correlation between total PTSD symptomology and total
hypervigilance (r = -.63, n = 181, p < .001; see Table 8). Therefore, the assumption of
multicollinearity and singularity has been satisfied.
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Table 3
Case Processing Summary

Total resilience
Total PTSD symptoms
Total hypervigilance

Valid
N
181
181
181

Percent
100.0%
100.0%
100.0%

Cases Missing
N
Percent
0
0.0%
0
0.0%
0
0.0%

Figure 1
Scatterplot showing homoscedasticity of dependent variables for total sample

Total
N
181
181
181

Percent
100.0%
100.0%
100.0%
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Table 4
Box’s M Test of Equality of Covariance Matricesa
Box’s M
25.504
F
4.170
df1
6
df2
173476.140
Sig.
<.001
a. Design: Intercept + TOTcope
Table 5
Levene’s Test of Equality of Error Variancesa

Total resilience

Total PTSD
symptoms

Total
hypervigilance

Based on Mean
Based on Median
Based on Median and
adjusted df
Based on trimmed mean
Based on Mean
Based on Median
Based on Median and
adjusted df
Based on trimmed mean
Based on Mean
Based on Median
Based on Median and
adjusted df
Based on trimmed mean

Levene Statistic
10.354
8.678
8.678

df1
df2
1
179
1
179
1 154.417

Sig.
.002
.004
.004

10.297
5.167
4.827
4.827

1
179
1
179
1
179
1 174.835

.002
.024
.029
.029

5.333
.001
.015
.015

1
179
1
179
1
179
1 178.993

.022
.978
.904
.904

1

.971

.001

179
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Table 6
Total Resilience x Total PTSD Symptomology Correlation
Total resilience
Total resilience

Total PTSD
symptomology

Pearson Correlation
Sig. (2-tailed)
N
Pearson Correlation
Sig. (2-tailed)
N

1
181
-.500**
<.001
181

Total PTSD
symptomology
-.500**
<.001
181
1
181

**Correlation is significant at the 0.01 level (2-tailed).
Table 7
Total Resilience x Total Hypervigilance Correlation
Total resilience Total hypervigilance
Total resilience
Pearson Correlation
1
-.241**
Sig. (2-tailed)
.001
N
181
181
Total hypervigilance
Pearson Correlation
-.241**
1
Sig. (2-tailed)
.001
N
181
181
**Correlation is significant at the 0.01 level (2-tailed).
Table 8
Total PTSD Symptomology x Total Hypervigilance Correlation
Total resilience Total hypervigilance
Total PTSD
Pearson Correlation
1
.625**
symptomology
Sig. (2-tailed)
<.001
N
181
181
Total hypervigilance
Pearson Correlation
.625**
1
Sig. (2-tailed)
<.001
N
181
181
**Correlation is significant at the 0.01 level (2-tailed).
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Assumptions for Total Resilience Variable
For total resilience, initial analysis showed Participant 141 as an outlier that was skewing
the data for this variable. After removing that outlier, assumptions were performed. The original
mean was 29.77 and the 5% trimmed mean was 29.99. These numbers being close in value to
one another suggest that extreme scores did not have a strong influence on the mean (see Table
9). The skewness (-.467) and kurtosis (-.247) were both less than one, indicating normality (see
Table 9). The Kolmogorov-Smirnov Sig. value was .009, which did not indicate normality due to
the values being statistically significant (see Table 9). The histogram showed a relatively normal
distribution with a slightly negative skew, indicating normality (see Figure 2). The Normal Q-Q
Plot shows a reasonably straight line, indicating a normal distribution (see Figure 3). The
Detrended Normal Q-Q Plot had no real clustering of points and most points collected around the
zero line, indicating normality (see Figure 4). The boxplot indicated one outlier, Participant 41
(see Figure 5). The extreme values of the resilience scores were all relatively similar and did not
indicate any significant differences (see Table 10).
Table 9
Normality of Total Resilience Variable
Variable
Total resilience

Mean
29.77

5% Trimmed Skewness Kurtosis Kolmogorov- Sig.
Mean
Smirnov
29.99
-.467
-.247
.078 .009
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Figure 2
Histogram showing distribution of Total Resilience for the total sample
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Figure 3
Normal Q-Q Plot showing distribution of Total Resilience for the total sample
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Figure 4
Detrended Normal Q-Q Plot of Total Resilience for the total sample

Figure 5
Boxplot showing one outlier of Total Resilience for the total sample
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Table 10
Extreme Values of Total Resilience
Case Number
Respondent ID
Value
Total resilience
Highest
1
10
10
40
2
12
12
40
3
16
16
40
4
91
91
40
5
126
126
40a
Lowest
1
41
41
13
2
172
173
15
3
139
139
15
4
75
75
15
5
54
54
15
a. Only a partial list of cases with the value 40 are shown in the table of upper extremes.

Assumptions for PTSD Symptomology Variable
For total PTSD symptomology, the original mean was 30.19 and the 5% trimmed mean
was 29.48. These numbers being close in value to one another suggest that extreme scores did
not have a strong influence on the mean (see Table 11). The skewness (.431) and kurtosis (-.869)
were both less than one, indicating normality (see Table 11). The Kolmogorov-Smirnov Sig.
value was <.001, which did not indicate normality due to the values being statistically significant
(see Table 11). The histogram showed a relatively normal distribution, indicating normality (see
Figure 6). The Normal Q-Q Plot shows a reasonably straight line, indicating a normal
distribution (see Figure 7). The Detrended Normal Q-Q Plot had no real clustering of points and
most points collected around the zero line, indicating normality (see Figure 8). The boxplot did
not indicate any outliers (see Figure 9). The extreme values of the PTSD symptomology scores
were all relatively similar and did not indicate any significant differences (see Table 12).
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Table 11
Normality of Total PTSD Symptomology Variable
Variable
Total PTSD
symptomology

Mean
30.19

5% Trimmed Skewness Kurtosis Kolmogorov- Sig.
Smirnov
Mean
29.48
.431
-.869
.099 <.001

Figure 6
Histogram showing distribution of Total PTSD Symptomology for the total sample
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Figure 7
Normal Q-Q Plot showing distribution of Total PTSD Symptomology for the total sample
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Figure 8
Detrended Normal Q-Q Plot showing distribution of Total PTSD Symptomology for the total
sample
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Figure 9
Boxplot showing no outliers of Total PTSD Symptomology for the total sample

Table 12
Extreme Values of Total PTSD Symptomology
Case Number
Respondent ID
Value
Total PTSD
Highest
1
41
41
76
symptomology
2
155
156
75
3
139
139
74
4
157
158
74
5
86
86
72
Lowest
1
175
176
0
2
140
140
0
3
106
106
0
4
126
126
1
5
111
111
1a
a. Only a partial list of cases with the value 1 are shown in the table of lower extremes.

44

Assumptions for Hypervigilance Variable
For total hypervigilance, the original mean was 9.24 and the 5% trimmed mean was 9.17.
These numbers being close in value to one another suggest that extreme scores did not have a
strong influence on the mean (see Table 13). The skewness (.164) and kurtosis (-.880) were both
less than one, indicating normality (see Table 13). The Kolmogorov-Smirnov Sig value was
<.001, which did not indicate normality due to the values being statistically significant (see Table
13). The histogram showed a relatively normal distribution, indicating normality (see Figure 10).
The Normal Q-Q Plot shows a reasonably straight line, indicating normal distribution (see Figure
11). The Detrended Normal Q-Q Plot had no real clustering of points and most points collected
around the zero line, indicating normality (see Figure 12). The boxplot did not indicate any
outliers (see Figure 13). The extreme values of the PTSD symptomology scores were all
relatively similar and did not indicate any significant differences (see Table 14).
Table 13
Normality of Total Hypervigilance Variable
Variable
Total Hypervigilance

Mean
9.24

5% Trimmed Skewness Kurtosis Kolmogorov- Sig.
Mean
Smirnov
9.17
.164
-.880
.110 <.001
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Figure 10
Histogram showing distribution of Total Hypervigilance for the total sample
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Figure 11
Normal Q-Q Plot showing distribution of Total Hypervigilance for the total sample
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Figure 12
Detrended Normal Q-Q Plot showing distribution of Total Hypervigilance for the total sample

Figure 13
Boxplot showing no outliers of Total Hypervigilance for the total sample
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Table 14
Extreme Values of Total Hypervigilance
Case Number
Respondent ID
Value
Total hypervigilance
Highest
1
36
36
20
2
86
86
20
3
157
158
20
4
173
174
20
5
67
67
19a
Lowest
1
147
148
0
2
146
147
0
3
105
105
0
4
175
176
1
5
153
154
1b
a. Only a partial list of cases with the value 19 are shown in the table of upper extremes.
b. Only a partial list of case with the value 1 are shown in the table of lower extremes.

Statistical Analysis Results
A one-way between-groups multivariate analysis of variance was performed to
investigate the coping strategies used by first responders and how they relate to self-perceived
resilience, PTSD symptomology, and hypervigilance. Three dependent variables were used: selfperceived resilience, PTSD symptomology, and hypervigilance. The independent variable was
coping strategies. Preliminary assumption testing was conducted to check for normality,
linearity, univariate and multivariate outliers, homogeneity of variance-covariance matrices, and
multicollinearity. To correct for the assumptions that were violated, a large sample size was
collected (N = 181), alpha level was set to .01, and Pillai’s Trace statistic was used. There was a
statistically significant difference between engaged coping and disengaged coping on the
combined dependent variables, F (1, 179) = 43.43, p < .001; Pillai’s Trace = .42; partial eta
squared = .42 (see Table 15). When the results for the dependent variables were considered
separately using a Bonferroni adjusted alpha level of .003, self-perceived resilience, F (1, 179) =
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26.64, p = .0000006, partial eta squared = .13, PTSD symptomology, F (1, 179) = 125.86, p <
.001, partial eta squared = .41, and hypervigilance, F (1, 179) = 20.95, p = .000009, partial eta
squared = .11, all reached statistical significance (see Table 16). First responders who utilized
engaged coping strategies had significantly higher rates of self-perceived resilience (M = 31.65,
SD = 4.94) than first responders who utilized disengaged coping strategies (M = 27.12, SD =
6.88; see Table 17). First responders who utilized disengaged coping strategies reported
significantly higher rates of symptoms of PTSD (M = 45.45, SD = 17.40) compared to first
responders who utilized engaged coping strategies (M = 19.40, SD = 13.80; See Appendix K,
Table 3). They also reported higher rates of hypervigilance (M = 11.17, SD = 4.86) compared to
those who utilized engaged coping strategies (M = 7.87, SD = 4.73; see Table 17). Total PTSD
symptomology (partial eta squared = .41) had the largest effect on coping strategies used by first
responders (see Table 16). The three null hypotheses stated earlier were therefore rejected. These
findings support previous findings in the literature.

Table 15
Multivariate Testsa
Effect

Intercept

Value

Pillai’s
Trace

Sig.

Partial
Eta
Squared

.978 2565.054b

3.000 177.000 <.001

.978

43.431b

3.000 177.000 <.001

.424

Total coping
Pillai’s
.424
strategy
Trace
a. Design: Intercept + Total coping strategy
b. Exact statistic

F Hypothesis Error df
df
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Table 16
Tests of Between-Subjects Effects
Source

Dependent
Variable

Type III Sum
of Squares

Total resilience
901.708a
Total PTSD
29822.287b
symptomology
Total
479.887c
hypervigilance
Intercept
Total resilience
151709.885
Total PTSD
184715.193
symptomology
Total
15925.014
hypervigilance
Total coping Total resilience
901.708
strategy
Total PTSD
29822.287
symptomology
Total resilience
479.887
Error
Total resilience
6060.005
Total PTSD
42413.945
symptomology
Total
4100.898
hypervigilance
Total
Total resilience
167411.000
Total PTSD
237243.000
symptomology
Total
20026.000
hypervigilance
Corrected
Total resilience
6961.713
Total
Total PTSD
12236.232
symptomology
Total
4580.785
hypervigilance
a. R Squared = .130 (Adjusted R Squared = .125)
b. R Squared = .413 (Adjusted R Squared = .410)
c. R Squared = .105 (Adjusted R Squared = .100)
Corrected
Model

df
1
1
1

Mean
Square

F

901.708 26.635
29822.287 125.859
479.887

Sig.

Partial
Eta
Squared
<.001
.130
<.001
.413

20.947

<.001

.105

1 151709.885 4481.196
1 184715.193 779.555

<.001
<.001

.962
.813

1

15925.014 695.111

<.001

.795

1
1

901.708 26.635
29822.287 125.859

<.001
<.001

.130
.413

<.001

.105

1
179
179

479.887
33.855
236.949

179

22.910

181
181
181
180
180
180

20.947
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Table 17
Descriptive Statistics of Dependent Variables
Total resilience

Total PTSD
symptoms
Total
hypervigilance

Total coping strategy
Engaged
Disengaged
Total
Engaged
Disengaged
Total
Engaged
Disengaged
Total

Mean
31.65
27.12
29.77
19.40
45.45
30.19
7.87
11.17
9.24

Std. Deviation
4.938
6.877
6.219
13.801
17.404
20.033
4.731
4.864
5.045

N
106
75
181
106
75
75
106
75
181

Secondary Analysis
Means were compared to obtain more specific descriptive statistics on each separate first
responder job that was included in the study sample. A MANOVA was also conducted to
identify any statistical and clinical significance among the first responder groups and the
dependent variables. Due to the analysis being under-powered, effect sizes were given more
clinical weight than the significance levels. Effect sizes would likely remain the same regardless
of how many participants were in the sample. When looking specifically at levels of selfperceived resilience, law enforcement officers reported the highest rates of resilience (M = 31.29,
SD = 5.72), followed by firefighters (M = 30.13, SD = 7.34), paramedics (M = 28.53.29, SD =
6.07), and then emergency medical technicians (M = 28.35, SD = 5.69, see Table 18). According
to the results of the MANOVA, resilience had a small-to-medium effect on first responder jobs
and there was no statistical significance between law enforcements officers, firefighters,
paramedics, and EMTs, F (3, 177) = 2.62, p = .052, partial eta squared = .043 (see Table 19). As
for PTSD symptomology, emergency medical technicians reported the highest rates of PTSD
symptoms (M = 36.74, SD = 17.97), followed by paramedics (M = 35.82, SD = 20.39),
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firefighters (M = 30.86, SD = 21.01), and then law enforcement officers (M = 22.28, SD = 17.46;
see Table 18). According to the results of the MANOVA, PTSD symptomology had a mediumto-large effect on first responder jobs and there was statistical significance between law
enforcements officers, firefighters, paramedics, and EMTs, F (3, 177) = 6.36, p = <.001, partial
eta squared = .097 (see Table 19). EMTs reported significantly higher rates (M = 36.74, SD =
17.97) of PTSD symptomology than law enforcement officers (M = 22.28, SD = 17.46; see Table
18 and Table 20). Lastly, when examining rates of symptoms of hypervigilance, paramedics
reported the highest rates (M = 10.10, SD = 5.64), followed by law enforcement officers (M =
8.86, SD = 4.36), firefighters (M = 8.74, SD = 5.11), and then emergency medical technicians (M
= 8.65, SD = 5.09; see Table 18). Based on the results of the MANOVA, there was no statistical
significance between first responder jobs and self-perceived resilience, PTSD symptomology,
and hypervigilance, and the effect size was small, F (3, 177) = .92, p = .432, partial eta squared =
.015 (see Table 19). It is important to note, however, that there may have been more statistically
significant results if a larger sample size was used. The analysis being under-powered likely
contributed to a lack of significant results among the first responder jobs and self-perceived
resilience, PTSD symptomology, and hypervigilance.
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Table 18
Mean Comparisons of Job Description and Dependent Variables
Job Description

Emergency medical
technician
Firefighter
Law enforcement
officer
Paramedic

Total Resilience
Mean (SD)
N
28.35 (5.69) 23

Total PTSD
Symptomology
Mean (SD)
N
36.74 (17.97) 23

Total
Hypervigilance
Mean (SD)
N
8.65 (5.09) 23

30.13 (7.33) 31
31.29 (5.72) 65

30.68 (21.01) 31
22.28 (17.46) 65

8.74 (5.11)
8.86 (4.39)

31
65

28.53 (6.07) 62

35.82 (20.39) 62

10.10 (5.64)

62
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Table 19
Tests of Between-Subjects Effects
Source

Dependent
Variable

Type III Sum
of Squares

Total resilience
296.130a
Total PTSD
7030.959b
symptomology
Total
70.458c
hypervigilance
Intercept
Total resilience
130491.659
Total PTSD
146893.088
symptomology
Total
12321.668
hypervigilance
Total coping Total resilience
296.130
strategy
Total PTSD
7030.959
symptomology
Total
70.458
hypervigilance
Error
Total resilience
6665.583
Total PTSD
65205.273
symptomology
Total
4510.326
hypervigilance
Total
Total resilience
167411.000
Total PTSD
237243.000
symptomology
Total
20026.000
hypervigilance
Corrected
Total resilience
6961.713
Total
Total PTSD
72236.232
symptomology
Total
4580.785
hypervigilance
a. R Squared = .043 (Adjusted R Squared = .026)
b. R Squared = .097 (Adjusted R Squared = .082)
c. R Squared = .015 (Adjusted R Squared = -.001)
Corrected
Model

df

Mean
Square

F

3
3

98.710
2343.653

2.621
6.362

3

23.486

.922

.432

.015

1 130491.659 3465.117
1 146893.088 398.742

<.001
<.001

.951
.693

1

<.001

.732

12321.668 483.543

Sig.

Partial
Eta
Squared
.052
.043
<.001
.097

3
3

98.710
2343.653

2.621
6.362

.052
<.001

.043
.097

3

23.486

.922

.432

.015

177
177

37.659
368.391

177

25.482

181
181
181
180
180
180
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Table 20
Multiple Comparisons
Dependent
Variable

Total
Resilience

(I) Job
Description

EMT

Firefighter

Total PTSD
Symptomolog
y

LEO
EMT

Firefighter

Total
Hypervigilanc
e

LEO
EMT

Firefighter

(J) Job
Description

Std.
Error

Sig.

Firefighter
LEO

-1.78 1.689
-2.94 1.489

.717
.200

Paramedic
LEO

-.18 1.498
-1.16 1.339

.999
.821

-4.07
-4.64

3.70
2.31

.638
.058
.661
.012
.997
.190
.616
<.001
1.000
.998
.645
1.000
.615
.515

-1.90
-.07
-7.64
2.38
-11.24
-2.47
-16.10
-22.38
-3.69
-3.39
-4.64
-2.98
-4.23
-3.56

5.10
5.59
19.76
26.54
13.07
19.27
5.81
-4.71
3.51
2.97
1.75
2.74
1.53
1.09

Paramedic
Paramedic
Firefighter
LEO
Paramedic
LEO
Paramedic
Paramedic
Firefighter
LEO
Paramedic
LEO
Paramedic
Paramedic

Mean
Differenc
e (I-J)

1.60
2.76
6.06
14.46*
.92
8.40
--5.15
-13.55*
-.09
-.21
-1.44
-.12
-1.35
-1.24

1.350
1.089
5.282
4.657
4.686
4.189
4.222
3.407
1.389
1.225
1.232
1.102
1.110
.896

LEO
Based on observed means.
The error term is Mean Square (Error) = 25.482
*. The mean difference is significant at the .05 level.

95% Confidence
Interval
Lower
Upper
Bound
Bound
-6.16
2.60
-6.81
.92
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CHAPTER V: DISCUSSION AND CONCLUSIONS
The results of this study suggest that a first responder’s use of engaged or disengaged
coping strategies significantly relates to their overall wellbeing. Engaged coping was
significantly related to higher levels of self-perceived resilience. Disengaged coping was
significantly related to higher levels of PTSD symptomology and higher levels of
hypervigilance. Out of the three dependent variables, PTSD symptomology had the largest effect
on the coping strategies utilized by first responders. The results therefore support the hypotheses
that coping strategies used by first responders are significantly associated with self-perceived
resilience, PTSD symptomology, and hypervigilance. The secondary analysis shows that law
enforcement officers reported the highest rates of self-perceived resilience, while emergency
medical technicians and paramedics reported the highest rates of PTSD symptomology and
hypervigilance respectively.
Three research questions were tested in this study. First, is there a relationship between
the coping strategies used by first responders and their self-perceived resilience? Second, is there
a relationship between the coping strategies used by first responders and PTSD symptomology?
Lastly, is there a relationship between coping strategies used by first responders and
hypervigilance? To obtain more detailed information about the differences among the types of
first responders (law enforcement officers, firefighters, paramedics, and emergency medical
technicians), means were compared across the three dependent variables (self-perceived
resilience, PTSD symptomology, and hypervigilance). A large sample pool, a stringent alpha
level, and analysis corrections were used to limit any errors and obtain valid results.
The present study demonstrated a significant relationship between coping strategies
utilized by first responders and self-perceived resilience. First responders who reported using
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engaged coping strategies reported significantly higher levels of self-perceived resilience than
first responders who reported using disengaged coping strategies. The results of this study
suggest that first responders who utilize coping strategies that actively engage in solving
problems or processing emotions related to stressful work situations also have higher levels of
self-perceived resilience. Previous research has shown that first responders who display approach
coping behaviors experienced better overall well-being than those who displayed avoidant
coping behaviors (Arble & Arnetz, 2015). Furthermore, first responders who screened for higher
levels of resilience reported lesser PTSD symptomology in a six-month follow-up study (Joyce
et al., 2019). Prior to these findings, there was a lack of research specifically targeting the
relationship between coping strategies and resilience among first responders.
The second research question asked if there is a significant relationship between coping
strategies utilized by first responders and PTSD symptomology. Previous literature has shown
that coping strategies that involved avoidant behaviors led to significantly higher rates of PTSD
among first responders (Theleritis et al., 2020). On the other hand, individuals who used
strategies that involved approach coping behaviors experienced better overall well-being than
those who displayed avoidant coping behaviors (Arble & Arnetz, 2015). The second hypothesis
was that there would be a significant relationship between coping strategies used by first
responders and PTSD symptomology. The results of the current study reveal a statistically
significant relationship between coping strategies and PTSD symptomology. Furthermore, the
results show that first responders who reported using engaged coping strategies had significantly
lower rates of PTSD symptomology than first responders who reported using disengaged coping
strategies. These results supported the second hypothesis as well as findings from prior studies.
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The third research question asked if there is a significant relationship between coping
strategies utilized by first responders and hypervigilance. There is a lack of research conducted
on hypervigilance among this population, so the present study fills a gap that addresses one of
the more pervasive symptoms of PTSD. Previous research has found that symptoms related to
hypervigilance were positively associated with exhaustion, physical symptoms of stress, family
conflict, and hostile and confrontational behaviors (Forbes et al., 2013; Fritz et al., 2018). The
third hypothesis stated that there would be a relationship between coping strategies used by first
responders and hypervigilance. The results of this study demonstrated a significant relationship
between coping strategies and hypervigilance, thus confirming this hypothesis. Furthermore, the
results revealed that engaged coping strategies were significantly related to lower levels of
hypervigilance while disengaged coping strategies were significantly related to higher levels of
hypervigilance. These results support findings of previous studies of hypervigilance while also
filling an important gap in the research that has been conducted on this population.
The secondary analysis aimed to provide further detailed information about the
differences between the types of first responders that were included in the study (law
enforcement officers, firefighters, paramedics, and EMTs). These results revealed a significant
difference between law enforcement officers and paramedics and their reports of PTSD
symptomology. Paramedics reported significantly higher rates of PTSD symptomology
compared to law enforcement officers. There were no significant differences among the first
responder jobs regarding self-perceived resilience and PTSD symptomology. Resilience,
however, had a small-to-medium effect on law enforcement jobs and PTSD symptomology had a
medium-to-large effect. It is likely that the analysis being under-powered due to the sample size
influenced lesser statistically significant results than if a larger sample size was used. Although
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statistically significant results were not yielded, the results still demonstrate that the different
types of first responder job may often experience the same rates of self-perceived resilience,
PTSD symptomology, and hypervigilance. Nonetheless, when simply comparing the means, law
enforcement officers and firefighters reported the highest levels of self-perceived resilience,
followed by paramedics and EMTs. For PTSD symptomology, EMTs and paramedics reported
the highest rates, followed by firefighters and law enforcement officers. Lastly, paramedics and
law enforcement officers reported the highest rates of hypervigilance, followed by firefighters
and EMTs. These results are important to consider because they provide insight into the overall
wellbeing of individuals who work in occupations that involve high levels of stress every day.
There is a lack of research on paramedics and EMTs in particular, and this study helps to bridge
that gap and stress the need for these occupations to be included in first responder studies.
There have been several studies conducted on coping strategies and how they relate to
PTSD symptomology among the first responder population. There have also been numerous
studies on the relationship between resilience and PTSD symptomology among first responders.
Studies on law enforcement officers have revealed that those who utilized active coping
behaviors reported overall better well-being, both emotionally and physically (Arble & Arnetz,
2015; Feder et al., 2016). Studies also revealed that fewer PTSD symptoms and higher levels of
resilience were reported in first responders who used active coping techniques (Bonanno et al.,
2007; Chamberlin & Green, 2010; Prati & Pietrantoni, 2010). The present study found similar
results, thus adding to prior literature that demonstrates the significant relationship between
engaged (i.e., active) coping skills and lower rates of PTSD and higher rates of resilience among
first responders. The results of this study further emphasize the importance of one’s way of
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coping with trauma or high stress situations can be, especially among the first responder
population.
One aspect in which this study differs significantly from previous studies is that it
examines the relationship between coping strategies utilized by first responders and their selfperceived levels of resilience. Previous studies have mainly focused on how resilience is related
to PTSD symptomology and other psychiatric conditions. For example, Streb et al. (2014) found
that lower levels of resilience among paramedics were related to higher levels of PTSD
symptomology. Similarly, first responders who reporter higher levels of resilience developed
significantly fewer symptoms during a six-month follow-up period than those who reported
lower levels of resilience (Joyce et al., 2019). Despite targeting different populations, several
studies explored the relationship between coping strategies and resilience. Thompson et al.
(2018) conducted a study on trauma-exposed patients in the emergency department and found
that resilience was positively related to active coping strategies. War-exposed children in Gaza
reported higher levels of resilience when they used active coping strategies compared to when
avoidant strategies were used (Thabet et al., 2014). A study conducted on women who
experienced interpersonal violence showed that those who reported using avoidant coping
mechanisms reported more severe PTSD symptoms compared to those who reported using active
coping mechanism (Schackner et al., 2017). In light of how resilience is an indicator of how one
may react to or deal with trauma or stress, an examination of the relationship between how first
responders cope and their self-perceived resilience can provide deeper insight into what factors
may influence their overall wellbeing.
The significance of this study is underscored by the fact that previous literature has found
hypervigilance to be a stubborn, long-lasting, and detrimental symptom of many psychological
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disorders (Cameron & Mamon, 2019). Although prior studies have found that higher rates of
hypervigilance among first responders and veterans led to confrontational behaviors, exhaustion,
somatic symptoms, and family conflict, there is a lack of research surrounding how one’s coping
strategies impact their subjective experience of hypervigilance (Fritz et al., 2018; Forbes et al.,
2013). It is crucial to examine the types of coping strategies that impact levels of hypervigilance
because it creates a foundation for future research on skills that are effective in reducing
persistent symptoms like hypervigilance. In a time when civil unrest due to racial injustice and
the life-changing effects of the pandemic continue to impact the world, being oversensitive and
on high alert to potential dangers is understandable. For a population that is already prone to high
rates of hypervigilance due to the dangers of their jobs, the added stressors of current events
make this topic an important one to further explore. The findings of this study show that engaged
coping strategies are related to lower levels of hypervigilance. These results demonstrate the
effects that one’s way of coping with stress has on a symptom that is difficult to treat and seen
across several debilitating disorders.
A common theme in prior research on the first responder population was the exclusion of
emergency medical technicians and paramedics from studies. Most of the literature on this
population emphasizes law enforcement officers and firefighters. The decision to include EMTs
and paramedics was based on the fact that their duties are similar to those of law enforcement
officers and firefighters. These duties expose EMTs and paramedics to the same traumatic events
and high rates of work stress, as they often respond to the exact calls to which law enforcement
officers and firefighters are dispatched. The data from this study showed the significant rates of
self-perceived resilience, PTSD symptomology, and hypervigilance experienced by emergency
medical technicians and paramedics. Compared to law enforcement officers and firefighters,
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EMTs and paramedics had lower rates of self-perceived resilience. They also reported higher
rates of PTSD symptomology than law enforcement officers and firefighters. Lastly, paramedics
showed the highest rates of hypervigilance when compared to the other first responder groups.
These findings help raise awareness about a subgroup within a population that is at great risk of
developing symptoms that severely impact daily functioning, but which has often been
overlooked. Although paramedics, EMTs, law enforcement officers, and firefighters are all
considered first responders, it is interesting that EMTs and paramedics report greater rates of
emotional distress and lower rates of self-perceived resilience in comparison to the other
subgroups. Further studies may be conducted to determine the factors that likely contribute to
these differences. The current study provides a solid foundation for future research on these two
subgroups and how to better serve this population through psychological interventions and
treatment.
Lastly, one of the most important conclusions that emerged from the results of this study
is the crucial impact that coping strategies have on self-perceived resilience, PTSD
symptomology, and hypervigilance. By providing further evidence that illustrates how engaged
coping strategies are positively related to resilience and negatively related to PTSD
symptomology and hypervigilance, future studies can explore treatments and interventions that
target effective coping skills. With a population that is difficult to treat due to the high rates of
stress and daily trauma, starting from the basic level of how first responders cope with their
everyday stressors may help reduce the mental and physical toll that their jobs take on them.
Strengths
The present study was one of the first to assess any relationships between coping
strategies and resilience, and coping strategies and hypervigilance. It addresses a significant gap
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in first responder literature by including paramedics and emergency medical technicians in the
sample population. Furthermore, the current research supports prior literature concerning the
impact that coping strategies have on the overall wellbeing of first responders. It also reveals the
levels of self- perceived resilience, PTSD symptomology, and hypervigilance among the
different types of first responders. The current study yielded results that are both statistically and
clinically significant and can be used to further explore this unique population. The study results
can also be used to explore interventions that may be useful in helping this population cope with
the high rates of trauma and stress they encounter daily.
Limitations
The first limitation of this study is the use of self-report measures that are subjective and
may include personal biases. The self-report measures used in this study do not have a validity
measure, so it is difficult to measure the honesty and the response patterns of survey participants.
Participants who respond to self-report measures may choose to answer in a way they think is
more socially acceptable rather than reflective of how they truly feel. Self-report measures also
require introspection, and some participants may not have the awareness to introspect accurately.
One measure used in this study was the Coping Strategies Inventory. The Coping Strategies
Inventory asks the participant to think of a stressful time at work and respond with information
about how that situation was handled. With measures like these, the way in which the participant
responds may change from time to time. The participants may not use the same coping strategies
to handle every stressful situation they face (Tobin et al., 1989). These factors make the
utilization of self-reports a limitation of this study.
Another limitation to this study is the diversity of the participants. The sample was
comprised of predominantly White individuals (89.5%) and Not Hispanic or Latinx or Spanish
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Origin individuals (86.2%). A more diverse sample may have been collected if the survey was
distributed within agencies in various cities, states, and countries. Although the survey was
distributed via social media groups from all over the world, it is unknown how many people
from different countries and states actually participated in the survey.
Lastly, a limitation that is common among non-experimental research is the inability to
control for extraneous variables that may be impacting the study. The scientific approach used in
this study did not involve the manipulation of a control variable, nor did it involve the random
assignment of participants to a condition. This is a limitation because it only allows for a
relationship that occurs between the variables, and not for the conclusion of a cause-and-effect
between the variables. For example, it cannot be concluded that disengaged coping strategies
cause one to have higher rates of PTSD symptoms and hypervigilance. Rather, it can only be said
that the utilization of disengaged coping strategies is significantly related to higher rates of PTSD
symptoms and hypervigilance. With the latter statement, there may be extraneous variables that
could be impacting the relationship between the variables.
Future Directions and Recommendations
The findings from the current study help to provide further insight into the wellbeing of a
population that is at a high risk of traumatization and is under extreme amounts of stress on a
daily. Previous studies have found that higher levels of resilience are associated with lesser
PTSD symptomology among first responders (Joyce et al., 2019; Streb et al., 2014). These
findings, combined with the results from the present study, may help guide important
considerations for future research. Exploring interventions that target engaged coping strategies
among the first responder population may be helpful in building their resilience. The utilization
of engaged coping strategies may not only play a role in reducing PTSD symptoms, it could also
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improve one’s ability to adapt to and overcome adverse situations. It will likely also help reduce
first responders’ suffering from hypervigilance, a symptom of PTSD that is often the most
pervasive and may have an impact on their interactions with the public. According to Herman’s
triphasic model of trauma, treatment for trauma must begin with the individual having effective
coping skills so that they feel safe enough to process the trauma that has occurred (Herman,
2002). Processing that trauma also requires the individual to not be in the environment that
initially traumatized them. Proceeding through the triphasic model of trauma is often not possible
for the first responder population due to the unsafe and traumatizing environments to which they
are often exposed to. Helping them build healthy, engaged coping skills is therefore likely the
most effective psychotherapeutic treatment.
Another area for future research includes creating instruments that more accurately
measure hypervigilance. Hypervigilance is known to be the most stubborn symptom of PTSD to
treat and, therefore, it is important to be able to measure that symptom with valid instruments.
Although commonly used throughout literature, the Brief Hypervigilance Scale does not include
validity scales and may be more prone to subjective biases. The Brief Hypervigilance Scale is
easy to administer and score, does not take long to complete, is internally consistent, and
provided enough information needed for this current study. For future research, however, more
instruments that objectively measure hypervigilance may provide more in-depth results that are
not only consistent but valid.
Finally, future research should be done to assess any mediating or moderating variables
that may influence the relationships between coping strategies and resilience, PTSD
symptomology, and hypervigilance. With a population that has such high rates of stress and
trauma, it is important to consider all of the factors that impact their wellbeing. It is also
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important to identify factors that can help reduce the impacts that trauma and stress have on
them. These are two most important areas on which future research on the first responder
population should focus.
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Appendix A
Informed Consent
The purpose of this research study is to explore the relationships between coping strategies (i.e.,
how well you deal with difficult situations), resilience (i.e., how you recover from difficult
situations), posttraumatic stress symptoms (i.e., your stress level after difficult situations), and
hypervigilance (i.e., your level of alertness) among first responders. This is a research project
being conducted by Bianca Bullock, M.A., a doctoral student at The Florida School of
Professional Psychology at National Louis University. You are invited to participate in this
research project because you currently hold a job as a law enforcement officer, firefighter,
emergency medical technician, or paramedic.
This study involves filling out an online survey that will take approximately 20 to 30 minutes to
complete. The survey questions will be related to ways you cope with stressful situations, how
well you are able to cope with stress situations, and your stress and alertness level after dealing
with difficult situations. Your responses will be confidential and identifying information such as
your name, email address, and IP address will not be collected. Any reporting of the findings
derived from your responses on this survey will not contain information that will personally
identify you. You have the option to pass along the survey link as a way to encourage other
eligible and interested individuals to voluntarily complete this survey.
A possible benefit in participating in this study is that you will be contributing to our
understanding of the well-being of first responders. The information may be shared with the
professional and scientific community via publication or conferences. You may request access to
any publications that result from this study. Due to the questions asking about feelings and
experiences, you may feel anxious, overwhelmed, or distressed. If you would like to address the
possible discomfort that may arise while participating in this study, you will be provided with
community mental health resources at the end of the survey or you may contact the project lead,
Bianca Bullock, so that you can be provided with the resources.
Your participation in this research study is voluntary and you may choose not to
participate at any time. If you decide to participate in this research survey, you may withdraw
at any time without penalty or bias. Your responses will be confidential and identifying
information such as your name, email address or IP address will not be collected. The
information collected will not be shared with employers or colleagues. To ensure confidentiality,
all data is stored in a password protected and encrypted folder on an internal University
workspace that only Bianca Bullock and Committee Chair, Elizabeth Lane, Ph.D., can access.
If you have any concerns or questions before or during participation that has not been addressed
by the researcher, you may contact: study lead Bianca Bullock, M.A., email:
bbullock@my.nl.edu, phone number:
; Committee Chair Dr. Elizabeth Lane,
email: elane3@nl.edu; and the co-chairs of NLU’s Institutional Review Board: Dr. Shaunti
Knauth; email: Shaunti.Knauth@nl.edu; phone (312) 261-3526; or Dr. Kathleen Cornett; email:
kcornett@nl.edu; phone: (844) 380-5001. Co-chairs are located at National Louis University,
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122 South Michigan Avenue, Chicago, IL. Also, if you are experiencing distress or in need of
community resources, please contact The National Alliance of Mental Illness (NAMI): 1-800950-6264, or National Institute of Mental Health (NIMH): 866-615-6464. Thank you for your
consideration. A list of mental health resources will be available to you at the end of the survey.
You may also contact the student lead for copies of any publications that result from this study.
Consent: I understand that by checking “Agree” below, I am agreeing to participate in the study
First Responder Coping and its Impact on Resilience, PTSD Symptomology, and Hypervigilance.
My participation will consist of the following activities: Completion of an online survey taking
approximately 30-45 minutes to complete.
ELECTRONIC CONSENT: Please select your choice below. You may print a copy of this
consent form for your records. Clicking on the “Agree” button indicates that
• You have read the above information.
• You voluntarily agree to participate.
• You are 18 years of age or older.
O Agree
O Disagree
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Appendix B
Demographic Information
Choose the option that best fits your current job description title/description: (choose one
option)
• Law enforcement officer (i.e., deputies/officers, state troopers, correctional
officers/detention deputies, and detectives)
• Firefighter (may also be EMT/paramedic certified)
• Emergency Medical Technician
• Paramedic
Years employed at current job: (fill in the blank)
Age: (fill in the blank)
Gender: (choose one option)
• Male
• Transgender Man
• Female
• Transgender Woman
• Non-binary
• Prefer not to answer
Race: (choose one option)
• American Indian or Alaska Native
• Asian
• Black or African American
• Native Hawaiian or Other Pacific Islander
• White
• Multiracial
• Prefer not to answer
Ethnicity: (choose one option)
• Hispanic or Latinx or Spanish Origin
• Not Hispanic or Latinx or Spanish Origin
• Prefer not to answer
When you left school, you had enough credits for the completion of: (choose one option)
• 8th grade
• 9th grade
• 10th grade
• 11th grade
• High School Diploma or GED
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•
•
•
•
•

Some college
Associate Degree or Technical/Vocational Program
Bachelor’s Degree
Master’s Degree
Doctoral or Professional Degree
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Appendix C
Community Mental Health Resources
Crisis Center Services
• National Suicide Prevention Lifeline – (800) 273-TALK/8255; En Español – (888) 6289454
• Veterans Crisis Line – (800) 273-TALK/8255 and press 1 or text to 838255
• SAMHSA’s National Helpline – (800) 662-HELP/4357
• Crisis Text Line – Text HELLO or BADGE to 741741
• Disaster Distress Helpline – (800) 985-5990 or text “TalkWithUs” to 66746
• Safe Call Now for First Responders and Families – (206) 459-3020
Alcohol & Drug Abuse
• Alcoholics Anonymous – (855) 949-3056
• Narcotics Detox & Rehabs – (877) 321-2535
Other Resources
• Anxiety and Depression Association of American: https://adaa.org/
• Psychology Today, Find a Therapist: https://www.psychologytoday.com/us and type your
zip code into the search bar
• All Clear Foundation Supporting First Responders:
https://allclearfoundation.org/resources/?gclid=Cj0KCQiAzszBRCCARIsANotFgNOaLAxbWn5FYFK9FlSMFqzpspsCuCiJuR0L8CUkei4DTqJWVH_1waAoHyEALw_wcB
• Personal Wellness Tool for Emergency Responders: https://you.responderstrong.org/
• First Responder Peer Connect App: https://responderrel8.com/
• Online counseling: https://www.betterhelp.com/
Mental Health Resources in the Tampa Bay Area
• 2-1-1 Tampa Bay Cares: Information and referral and crisis counseling – 2-1-1;
Hillsborough – (813) 234-1234; Pinellas – (727) 562-1542
• Center of Revitalizing Psychiatry in Florida: (941) 621-3662
• BayCare Life Management-Tampa – (813) 936-0474
• BayCare Life Management-St. Petersburg – (727) 327-7656 Ext. 247 for Information
• St. Pete Behavioral Health Center Outpatient Services and Partial Hospitalization – (727)
895-8499
• Brandon Psychiatric Group, Medication Therapy and Counseling – (813) 373-9531
Centerstone in Bradenton – (877) HOPE123 or (877) 467-3123; https://centerstone.org/
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Appendix D
Coping Strategies Inventory (Tobin et al., 1984)
The purpose of this questionnaire is to find out how people deal with stressful situations in their
day-to-day lives. Take a few minutes to think about an event or situation at work that has been
very stressful for you during the last month. By stressful, it means a situation that was troubling
you, either because it made you feel bad or because it took great effort to deal with it. You may
also think about an event that was traumatic or emotionally distressing to you. As you read
through the following items, please answer them based on how you handed your event.
Please read each item below and determine the extent to which you used it in handling your
chosen event.
a) Not at all
b) A little
c) Somewhat
d) Much
e) Very much
1. I just concentrated on what I had to do next; the next step.
2. I tried to get a new angle on the situation.
3. I found ways to blow off steam.
4. I accepted sympathy and understanding from someone.
5. I slept more than usual.
6. I hoped the problem would take care of itself.
7. I told myself that if I wasn’t so careless, things like this wouldn’t happen.
8. I tried to keep my feelings to myself.
9. I changed something so that things would turn out all right.
10. I looked for the silver lining, so to speak; to look on the bright side of things.
11. I did some things to get it out of my system.
12. I found somebody who was a good listener.
13. I went along as if nothing were happening.
14. I hoped a miracle would happen.
15. I realized that I brought the problem on myself.
16. I spent more time alone.
17. I stood my ground and fought for what I wanted.
18. I told myself things that helped me feel better.
19. I let my emotions go.
20. I talked to someone about how I was feeling.
21. I tried to forget the whole thing.
22. I wished that I never let myself get involved with that situation.
23. I blamed myself.
24. I avoided my family and friends.
25. I made a plan of action and followed it.
26. I looked at things in a different light and tried to make the best of what was available.
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27. I let out my feelings to reduce the stress.
28. I just spent more time with people I liked.
29. I didn’t let it get to me; I refused to think about it too much.
30. I wished that the situation would go away or somehow be over with.
31. I criticized myself for what happened.
32. I avoided being with people.
33. I tackled the problem head-on.
34. I asked myself what was really important, and discovered that things weren’t so bad after all.
35. I let my feelings out somehow.
36. I talked to someone that I was very close to.
37. I decided that it was really someone else’s problem and not mine.
38. I wished that the situation had never started.
39. Since what happened was my fault, I really chewed myself out.
40. I didn’t talk to other people about the problem.
41. I knew what had to be done, so I doubled my efforts and tried harder to make things work.
42. I convinced myself that things aren’t quite as bad as they seem.
43. I let my emotions out.
44. I let my friends help out.
45. I avoided the person who was causing the trouble.
46. I had fantasies or wishes about how things might turn out.
47. I realized that I was personally responsible for my difficulties and really lectured myself.
48. I spent some time by myself.
49. It was a tricky problem, so I had to work around the edges to make things come out OK.
50. I stepped back from the situation and put things into perspective.
51. My feelings were overwhelming and they just exploded.
52. I asked a friend or relative I respect for advice.
53. I made light of the situation and refused to get too serious about it.
54. I hoped that if I waited long enough, thing would turn out OK.
55. I kicked myself for letting this happen.
56. I kept my thoughts and feelings to myself.
57. I worked on solving the problems in the situation.
58. I reorganized the way I looked at the situation, so things didn’t look so bad.
59. I got in touch with my feelings and just let them go.
60. I spent some time with my friends.
61. Every time I thought about it I got upset, so I just stopped thinking about it.
62. I wished I could have changed what happened.
63. It was my mistake and I needed to suffer the consequences.
64. I didn’t let my family and friends know what was going on.
65. I struggled to resolve the problem.
66. I went over the problem again and again in my mind and finally saw things in a different
light.
67. I was angry and really blew up.
68. I talked to someone who was in a similar situation.
69. I avoided thinking or doing anything about the situation.
70. I thought about fantastic or unreal things that made me feel better.
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71. I told myself how stupid I was.
72. I did not let others know how I was feeling.
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Appendix E
Connor-Davidson Resilience Scale (CD-RISC; Connor & Davidson, 2003)
Please indicate how much you agree with the following statements as they apply to you over the
last month. If a particular situation has not occurred recently, answer accordingly to how you
think you would have felt.
a) Not true at all
b) Rarely true
c) Sometimes true
d) Often true
e) True nearly all the time
1. I am able to adapt when changes occur.
2. I can deal with whatever comes my way.
3. I try to see the humorous side of things when I am faced with problems.
4. Having to cope with stress can make me stronger.
5. I tend to bounce back after illness, injury, or other hardships.
6. I believe I can achieve my goals, even if there are obstacles.
7. Under pressure, I stay focused and think clearly.
8. I am not easily discouraged by failure.
9. I think of myself as a strong person when dealing with life’s challenges and difficulties.
10. I am able to handle unpleasant or painful feelings like sadness, fear, and anger.
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Appendix F
PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013)
Below is a list of problems that people sometimes have in response to a very stressful
experience. Please read each problem carefully and then circle one of the numbers to the right to
indicate how much you have been bothered by that problem in the past month.
a) Not at all
b) A little bit
c) Moderately
d) Quite a bit
e) Extremely
1. Repeated, disturbing, and unwanted memories of the stressful experience?
2. Repeated, disturbing dreams of the stressful experience?
3. Suddenly feeling or acting as if the stressful experience were actually happening again (as if
you were actually back there reliving it)?
4. Feeling very upset when something reminded you of the stressful experience?
5. Having strong physical reactions when something reminded you of the stressful experience
(for example, heart pounding, trouble breathing, sweating)?
6. Avoiding memories, thoughts, or feelings related to the stressful experience?
7. Avoiding external reminders of the stressful experience (for example, people, places,
conversations, activities, objects, or situations)?
8. Trouble remembering important parts to the stressful experience?
9. Having strong negative beliefs about yourself, other people, or the world (for example,
having thoughts such as: I am bad, there is something seriously wrong with me, no one can
be trusted, the world is completely dangerous)?
10. Blaming yourself or someone else for the stressful experience or what happened after it?
11. Having strong negative feelings such as fear, horror, anger, guilt, or shame?
12. Loss of interest in activities that you used to enjoy?
13. Feeling distant or cut off from other people?
14. Trouble experiencing positive feelings (for example, being unable to feel happiness or have
loving feelings for people close to you)?
15. Irritable behavior, angry outbursts, or acting aggressively?
16. Taking too many risks or doing things that could cause you harm?
17. Being “superalert” or watchful or on guard?
18. Feeling jumpy or easily startled?
19. Having difficulty concentrating?
20. Trouble falling or staying asleep?
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Appendix G
The Brief Hypervigilance Scale (Bernstein et al., 2015)
Please respond to each of the statements by selecting the answer that best applies to you. There is
no right or wrong response for each statement.
To help you decide your answer for each item, think back over the past month and then select the
column with your answer based on either “about how much the statement is true as it relates to
you,” or on “about how often the statement is true as it relates to you.”
a) Not at all like me / Never true
b) Somewhat like me / Sometimes true
c) Much like me / Much like me / Often true
d) Mostly like me / Very often true
e) Very much like me / Always true
1. As soon as I wake up and for the rest of the day, I am watching for signs of trouble.
2. When I am outside, I think ahead about what I would do (or where I would go) if someone
would try to surprise or harm me.
3. I notice that when I am in public or new places, I need to scan the crowd or surroundings.
4. When I am in public, I feel overwhelmed because I cannot keep track of everything going on
around me.
5. I feel that if I don’t stay alert and watchful, something bad will happen.

